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Update: influenza Activity — Micronesia, United States 


During the summer months, outbreaks of influenza types A(H1N1) and B were reported 
from south pacific islands. Several sporadic cases of influenza A(H1N1) also were reported 
from Hawaii during that time period. In October, the first sporadic cases of influenza A(H1N1) 
were reported from the contiguous United States. 

Micronesia. Widespread outbreak activity was reported from Micronesia for the period 
May through August. In the Republic of Palau, outbreaks were associated with circulation of 
influenza types A(H1N1) and B. Rises in titer of hemagglutination-inhibition antibody in sera 
collected from 101 persons in 1985 and 1986 were measured to determine the incidence of 
influenza virus infection. Thirty-six (51%) of 70 persons <35 years of age had influenza 
A(H1N1) infections compared with 4 (13%) of 31 persons 235. The three type A(H1N1) 
viruses that were isolated were all similar to A/Taiwan/86. For influenza B virus, the serologi- 
cally diagnosed infection rates were 36 (51%) and 10 (32%) in the same age groups. Thirty- 
four (34%) had no titer rise to either type of influenza. The incidence and characteristics of 
Clinical illness associated with serologic evidence of infection could not be determined. Type 
A(H1N1) influenza was also isolated in the Republic of the Marshall Islands. 

Hawaii. Two type A(H1N1) influenza virus isolates, both similar to A/Taiwan/86, have 
been reported from Hawaii. Serologic evidence of type A(H1N1) virus infection was detected 
for a third person. The patients were 20, 23, and 43 years of age, and onset of illnesses oc- 
curred in June and August. 

New York. in Syracuse, influenza virus type A(H1N1), similar to A/Taiwan/86 on prelimi- 
nary testing, was isolated from a 17-year-old student who was ill during mid-September. 

Texas. In early to mid-October, three influenza A(H1N1) viruses were isolated in associa- 

tion with sporadic influenza cases in Houston. All three isolates were from children <12 
years of age. 
Reported by M Kumangai, MO, Bureau of Health Svcs, Republic of Palau; MJ O'Leary, MD, MPH, Federat- 
ed States of Micronesia; G Kobayashi, G Kunimoto, C Nevin-Woods, DO, A Tanaguchi, MD, SMD Terreil- 
Perica, MA, MPH, AP Liang, MD, MPH, State Epidemiologist, Hawaii Dept of Health; BE Forbes, MD, Up- 
state Medical Center, Syracuse, J Miller, MD, Onondaga County Health Dept, R Deibel, PhD, D Carpenter, 
MD, DL Morse, MD, State Epidemiologist, New York State Dept of Health; Influenza Research Center, 
Baylor College of Medicine, Houston, CE Alexander, MD, State Epidemiologist, Texas Dept of Health; In- 
ternational Health Program Office, Div of Immunization, Center for Prevention Svcs, WHO Collaborating 
Center for influenza, Influenza Br, Div of Viral Diseases, Center for Infectious Diseases, CDC. 
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Editorial Note: These are the first reports of influenza virus isolates in Micronesia and the 
United States this season. The influenza A(H1N1) isolates obtained from both Hawaii and 
New York resemble A/Taiwan/86(H1N1), a new variant strain of influenza A(H1N1) (7 ). No in- 
fluenza outbreaks have been reported in the United States. Although the initial isolates report- 
ed have all been type A(H1N1), neither the extent of influenza activity, if any, nor which in- 
fluenza virus strains may circulate in the United States this season can be predicted. While it 
may not be appropriate to extrapolate the findings from Palau to the United States, the results 
of the Palau serologic survey are consistent with previous reports from Asia (7,2) indicating 
that contemporary strains of influenza A(H1N1) are affecting children and young adults 
primarily 

In addition to a trivalent inactivated influenza vaccine recommended for all high-risk per- 

sons, a supplemental vaccine containing the A/Taiwan/86 strain will be available this year in 
the United States. Recommendations for usage of both vaccines have been published (3,4). 
Production of a supplemental vaccine was possible because of early detection of the A/Tai- 
wan/86 variant and is intended to optimize protection, particularly for high-risk persons < 35 
years of age. At present, the trivalent vaccine is widely available. This vaccine contains updat- 
ed A(H3N2) and B strains and alsu an A(H1N1) component that may provide partial protection 
against the new A(H1N1) variants. The Food and Drug Administration released the first lots of 
monovalent vaccine in late October, and it should be available shortly through normal distribu- 
tion channels” 

Key points to bear in mind regarding recommendations for influenza vaccine administration 

and treatment of influenza include: 

1) High-risk persons of all ages should receive the standard trivalent vaccine according to 
previously published Immunization Practices Advisory Committee recommendations. 

2) The Public Health Service (PHS) urges health care personne! who treat high-risk chil- 
dren or high-risk adults <35 years of age to provide both trivalent and supplemental 
A(H1N1) influenza vaccines to their patients. 

Vaccination with the trivalent vaccine should not be delayed if the supplemental vaccine 
is not available at the time the trivalent vaccine would normally be given. 
Supplemental vaccination is of potential benefit to many other groups of young persons 
to reduce morbidity if A(H1N1) outbreaks occur. The potential for introducing influenza 
to high-risk patients could be reduced by vaccinating young adult parents and siblings 
of high-risk children; young health care personnel who provide care for young, high-risk 
patients; and young employees who perform essential services in the public or private 
sector. 
There is no special emphasis by the PHS to provide the supplemental vaccine to adults 
=35 years of age. However, it may be used in this group either as an added precaution, 
if the physician and patient so desire, or on the basis of institutional or other local policy 
decisions 
Aspirin use during influenza, influenza-like illnesses, and chickenpox has been associat- 
ed with Reye syndrome (5), a rare but serious disease. Therefore, the PHS warns that 
children and teenagers =18 years of age should not use aspirin for the treatment of 
these illnesses (6) 
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Cholera in Louisiana — Update 


Since mid-August 1986, 12 cases of cholera have been identified among residents of 
Louisiana. The cases occurred in nine families living in New Orleans and in other towns in six 
parishes (Jefferson, LaFourche, Assumption, St. Mary, Iberia, and Jefferson Davis) within a 
200-mile radius to the south and west of New Orleans. None of the patients had traveled 
abroad within the past year. 

Onset of symptoms occurred between August 8 and October 1. Ten of the patients had 
severe diarrhea, seven required hospitalization, and four required treatment in an intensive 
care unit for hypotension. All patients recovered following intravenous fluid therapy. Seven 
patients had stool cultures yielding toxigenic Vibrio cholerae O01, biotype El Tor, serotype 
Inaba. The remaining five patients did not have stool cultures performed but had vibriocidal 
antibody titers greater than or equal to 1280, suggesting recent infection with V. cholerae 
01. 

Sewer system surveillance using Moore swabs has detected toxigenic V. cholerae O11 in 
sewage in eight separate sites in southern Louisiana (three in Jefferson Parish, one in Orleans 
Parish, one in St. Tammany Parish, one in Iberia Parish, and two in Jefferson Davis Parish). 
Five of these sites are in towns without a clinically identified case of cholera. 

Although no common source has been identified, eleven of the patients reported eating 
crabs or shrimp within 5 days before the onset of symptoms. The seafoods were harvested 
from multiple sites in a wide area along the Louisiana coast of the Gulf of Mexico. Surveillance 
is continuing, and further epidemiologic studies are underway. 


Reported by L McFarland, DrPH, HB Bradford, PhD, J Mathison, MD, State Epidemiologist, Louisiana Dept 
of Health and Human Resources; Enteric Diseases Br, Div of Bacterial Diseases, Center for Infectious Dis- 
eases, Div of Field Svcs, Epidemiology Program Office, CDC. 


Editorial Note: Thirteen cases of domestically acquired cholera (one involving a Florida pa- 
tient [7 ]) have beer detected near the U.S. Gulf coast so far during 1986. Past studies of El 
Tor V. cholerae infections in both endemic and non-endemic countries indicate that many 
mild or clinically inapparent infections occur for every hospitalized patient (2). The detection 
of toxigenic V. cholerae O1 in the sewer systems of several towns with no identified cases 
suggests that undetected cases have occurred in Louisiana. 

The source of infection, as in 1978 in Louisiana (3), appears to be crustacea. Because sea- 
food from the Gulf Coast is shipped to many states, even physicians located far from the Gulf 
should consider the possibility of cholera when a patient has severe, watery diarrhea. Diagno- 
sis is confirmed by the isolation of V. cholerae O1 from stool culture, preferably on 
thiosulfate-citrate-bile salts-sucrose (TCBS) agar. Isolates of V. cholerae should be 
serotyped and tested for toxin production through state public health laboratories, and all 
cases should be reported immediately to the state epidemiologist. 

In this outbreak, inadequate cooking or improper handling of crustacea appeared to play a 
significant role in the development of V. cholerae 01 infection. Thoroughly cooking potential- 
ly contaminated food and then carefully handling and storing cooked food will prevent food- 
borne cholera. (V. cho/erae O01 has been shown to survive in crabs boiled for 8 minutes, but 
not in crabs boiled for 10 minutes [3 }). 
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Vigorous rehydration (preferably with Ringer's lactate) and careful correction of electrolyte 
and acid-base disturbances are the mainstays of therapy and result in very low mortality rates 
among hospitalized patients. Tetracycline shortens the duration of symptoms and the period 
of fecal shedding of the organism (4). 
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TABLE I1. Notifiable diseases of low frequency, United States 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
November 1, 1986, and November 2, 1985 (44th Week) 
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TABLE lil. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 


November 1, 1986, and November 2, 1985 (44th Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States. weeks ending 
November 1, 1986, and November 2, 1985 (44th Week) 
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TABLE IV. Deaths in 121 U.S. cities." week ending 
November 1, 1986 (44th Week) 
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St. Louis Encephalitis — Baytown and Houston, Texas 


In the summer of 1986, Harris County (Baytown and Houston), Texas, experienced its larg- 
est outbreak of St. Louis encephalitis (SLE) since 1980. As of October 7, 25 confirmed cases 
and one presumptive case had been reported; four patients died. The focus of virus activity 
was Baytown, a town of 56,910 located 30 miles east of Houston. Twenty-one cases oc- 
curred in the Baytown area; 19 of the patients resided within the city limits. Four of the pa- 
tients with confirmed disease resided in Houston, and the patient with the presumptive case 
was a Pasadena, Texas, resident who had been exposed to infection in Houston. 

Before any cases were recognized, routine mosquito surveillance had led the Harris County 
Mosquito Control District to anticipate the outbreak. Vector mosquitoes collected in Baytown 
on July 15 and in the weeks that followed had had unusually high SLE virus infection rates 
(minimum infection rate > 20 infected mosquitoes/1,000 tested), suggesting the likelihood 
of subsequent human disease. By August, the medical community in Harris County had been 
alerted to the possibility of a large SLE outbreak, and concentrated efforts to destroy adult 
mosquitoes had begun. Mosquito surveillance was intensified in Houston, but substantial num- 
bers of infected mosquitoes were not detected there until August and September. 

A countywide epidemic of enteroviral meningitis that began in March and continued 
through July made initial detection of the outbreak difficult. However, in September, a search 
of all Baytown hospital records disclosed only one case of SLE that had not already been 
recognized by physicians or infection-control nurses. 

The 26 patients became ili in the period July 28-September 16 (Figure 1). Patients who 
lived in or were exposed to infection in Houston became ill notably later than those in Bay- 
town. Although patients ranged from 10 to 84 years of age, 11 of them—including all four 
who died—were —55 years of age. The age- and sex-specific attack rates for Baytown 
(Table 1) showed a sharp increase in risk with advancing age. The attack rate for Baytown 
was 33.4/100,000 population, but cases were clustered principally in old, impoverished 
neighborhoods in the center of town. Ten of the 19 Baytown patients lived in the city’s three 
poorest census tracts (attack rate, 85.2/100,000). 

A case-control study of risk factors for infection was conducted. Controls were patients 
who were initially believed to have SLE but whose serologic test results did not indicate SLE 


FIGURE 1. St. Louis encephalitis cases by week of onset, residence and outcome — Bay- 
town and Houston, Texas, 1986 
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infection. Preliminary results indicated that the risk of acquiring SLE was associated with a) 
inadequate screening on dwellings (odds ratio [OR]=6.0), b) lack of air-conditioning (OR 
210.0), and c) sitting outside the residence (OR=5.6). A trend toward risk was associated 
with window air-conditioning as opposed to central air-conditioning and with smoking ciga- 
rettes (p=0.07, Fisher's exact test). Patients and controls cid not spend a significantly dif- 
ferent number of hours outdoors or in such activities as gardening, walking outdoors, or 
watching television indoors. 

Reported by MA Canfield, MS, VL Flannery, MS, T Hyslop, MD, MPH, CY Svrcek, MSN, Harris County 
Health Dept, DA Sprenger, PhD, RE Bartnett, Harris County Mosquito Control District, HW Brister, CA 
Riser, MD, Baytown Health Dept, CR Craig, Gulf Coast Hospital, BM Conrad, San Jacinto Methodist 
Hospital, ME Lewis, Humana Hospital, Baytown, KH Sullivan, PhD, GR Reeve, PhD, LM Little, PhD, J 
Haughton, MD, MPH, City of Houston Dept of Health and Human Svcs, CM Reed, MPH, CE Alexander, 


MD, MPH, State Epidemiologist, Bureau of Epidemiology, Texas Dept of Health; Div of Vector-Borne Viral 
Diseases, Center for infectious Diseases, CDC. 


Editorial Note: Harris County has been the focus of numerous SLE epidemics. In 1964, an 
outbreak centered in Houston involved over 1,000 cases (7,2). Since that time, there have 
been frequent outbreaks of SLE in Houston and other areas of Harris County, but the cluster 
of cases this summer was the first reported for Baytown. 

The epidemiologic characteristics of this outbreak followed a typical pattern. Attack rates 
rose with advancing age, and the risks for iliness and mortality were highest for the elderly 
(7,3,4). The attack rate in Baytown—33.4/100,000 population—was typical for urban- 
centered SLE epidemics (3,4) and similar to the incidence in the 1964 Houston epidemic 
(19.5/100,000) (7 ). The highest attack rates in Baytown were associated with old, impover- 
ished neighborhoods in the center of the city. This pattern was also similar to that for the 
1964 Houston outbreak, i.e., the epicenter of epidemic activity was downtown Houston, and 
risk declined in direct proportion to distance from the center of the city (7 ). 

The association between risk and dwellings poorly sealed against mosquitoes as well as 
the absence of an association between risk and the number of hours spent outdoors suggests 
that exposure may have occurred indoors or in a peridomestic setting outside. The present 
case-control study confirms an earlier report from serologic surveys that risk of infection is 
associated with inadequate screening or the absence of air-conditioning (5). The reasons un- 
derlying the association between cigarette smoking and risk of acquiring SLE are unknown. 
Entomologic descriptions of the peridomestic habits of the epidemic vector, Cu/ex quinque- 
fasciatus, have \ed to its common name, “southern house mosquito” (6). The case-control 
study provides epidemiologic evidence that epidemic SLE virus infection may be transmitted 
indoors. 

When outbreaks of SLE occur, the usual public health advisory to seek protection indoors 
assumes that houses are adequately sealed against mosquitoes. An advisory to repair 
window screens—and help for persons who need assistance in doing so— may be a more ef- 


TABLE 1. Age- and sex-specific attack rates for St. Louis encephalitis — Baytown, 
Texas, 1986 





Age Male Female Total 
(years) Number Rate* Number Rate“ Number Rate* 


=24 1 (7.6) 2 (15.6) 3 (11.5) 











(36.1) 3 (28.5) 7 (32.4) 
=55 5 (124.7) (76.1) 9 (107.9) 


Total 10 (35.3) (31.5) 19 (33.4) 
*Cases/ 100,000 population, based on 1980 census data 








Vol. 35/No. 44 MMWR 
St. Louis Encephalitis — Continued 


fective preventive measure in impoverished neighborhoods where the risk of SLE infection ap- 
pears highest. 

The 1986 outbreak of SLE in Baytown and Houston provides a clear example of the value 
of mosquito surveillance in anticipating and limiting human infection. Results of mosquito sur- 
veillance corresponded temporally and geographically to the occurrence of human cases. 
Cases and virus isolates from mosquitoes in Houston were reported relatively late in compari- 
son with the reporting of cases and virus activity in Baytown. Mosquito surveillance also accu- 
rately indicated that a large outbreak would occur in Baytown but not elsewhere in the county. 
Present methods of detecting viruses in mosquitoes through cell culture or mouse innocula- 
tion require 1 to 2 weeks. An antigen detection immunoassay that identifies SLE virus antigen 
in 1 day is being evaluated in several mosquito control districts and should improve the timeli- 
ness of surveillance. 

Although the outbreak in Baytown was the largest cluster of SLE cases this year, sporadic 
SLE virus activity was widespread in the United States. The Baytown outbreak was part of 
more diffuse activity on the Gulf Coast. To the south, a case was reported from Matagorda 
County, Texas. To the east, four cases were reported in Port Arthur, Texas, and one case each 
was reported in Lake Charles and in Baton Rouge, Louisiana. In the Upper Midwest, cases 
were reported in Fargo, North Dakota, and Scotts Bluff, Nebraska. (The Scotts Bluff patient 
was visiting the area.) In July, two cases were reported from Los Angeles, California. 

Major urban-centered SLE outbreaks have recurred in a 10-year cycle. The last nationwide 
epidemic of SLE occurred in 1976, when more than 2,000 cases were reported (3). Small 
premonitory outbreaks often have foreshadowed larger epidemics the following year (3). 
The 1986 SLE virus activity indicates both the possibility of more widespread transmission 
next year and the need for careful surveillance. 
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Erratum: Vol. 35, No. 42 

.655 In Table 1, Hispanic AIDS cases included 254 cases in adults (age =15 years) and 
11 cases in children (age < 15 years) that were citizens of Puerto Rico. In calculating 
the cumulative incidences, however, the denominator included only the U.S. popula- 
tion. If the Puerto Rican population is included in the denominator, the cumulative 
incidence for adults is 291.9/1,000,000 population, and for children, 
13.7/1,000,000 population. Alternatively, if the Puerto Rican cases are excluded 
from the numerator, the cumulative incidence for adults is 330.6/1,000,000 popu- 
lation, and for children, 14.3/1,000,000 population. 


In Tables 2 and 3, the U.S. population provided for reference does not include the 
Puerto Rican population. The AIDS cases in these tables include cases from Puerto 
Rico. For reference, the total U.S. population including Puerto Rico is 177,442,206 
adults (80.4% white, 10.5% black, 6.8% Hispanic, and 2.3% other races) and 
52,299,613 children (71.8% white, 14.3% black, 10.9% Hispanic, and 3.0% other 
races). 








Notice to Readers 


Delay in Publication of Tables I-IV 


Because Veterans’ Day (a Federal holiday) falls on Tuesday, November 11, this year, 
Tables !-l\V—specified notifiable diseases and deaths in 121 U.S. cities—for the week 
ending November 8 cannot be prepared in time for the November 14 issue of the 
MMWR. Therefore, Volume 35, Number 45, dated November 14, 1986, will contain 
text only and Volume 35, Number 46, dated November 21, 1986, will contain a double 
set of Tables |-IV for the weeks ending November 8 and November 15. The data from 


Tables I-IV will be available upon request after 1:00 p.m. on Thursday, November 13. 
Call (404) 329-3761. 





FIGURE I. Reported measies cases — United States, weeks 40-43, 1986 
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